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THE INDICATIONS FOR SPLENECTOMY, 
WITH CONSIDERATION OF 
THE RESULTS.* 
Rosert Lee Payne, M.D., F.A.C.S., 


Surgeon, St. Vincent’s Hospital, 
NorFoik, VA. 


The role of the spleen in the human physiology is 
not known, nor is its necessity demonstrated. This is 
the first premise in considering the indications for 
splenectomy. Surgeons should be honest enough to 
admit that as far as their knowledge goes the spleen 
appears to perform no function of sufficient import- 
ance to weigh against its removal. This point has a 
conservative value in considering massive traumatism 
of the spleen when splenectomy is being considered. 
In contrast to the negative influence on the human 
from the removal of a normal spleen, the removal of 
a diseased spleen often provides a big opportunity 
for betterment to the individual. Physiologists tell 
us that the normal spleen conveys about 30% of the 
total blood of the body to the liver, and thus we can 
teadily see the enormous pathological possibilities 
that must necessarily be inherent in a diseased spleen. 

Most surgeons today are inclined to the belief that 
the spleen does not have the power or ability to initi- 
ate primary pathological processes but that the or- 
gan acts as an agent secondary to pathological pro- 
cesses initiated elsewhere; and that therefore, when 
considering the normal function of the spleen we can 
readily see how, if this function is deranged, the 
pathological spleen may become a serious menace to 
the constituents of the blood and to the normal func- 
tions of the liver. A conservative consideration of 
splenic pathology would seem to provide seven rea- 
sons or conditions calling for splenectomy. 

In the light of my studies of splenic surgery I 
would enumerate these reasons or conditions in the 
order of their importance, as follows: 

Ist, traumatic rupture of the spleen; 
2nd, hemolytic icterus ; 

3rd, splenomagalias of infectious origin ; 

4th, splenic anemia ; 

5th, myelogenous leukemia when the spleen has 
been reduced first by irradiation ; 

6th, pernicious anemia; 


*Read by invitation before the Southwest Virginia Medical Society, 
Radford, Va., March 20, 1924. 


7th, polycythemia with marked enlargement of the 
spleen. 


The diagnosis in some of the aforementioned con- 
ditions is sometimes difficult to make and the case is 
allowed to advance from an early to a secondary 
stage before diagnosis can be proved. Therefore an 
eighth indication might be added, with certain reser- 
vations as follows: a chronically enlarged spleen that 
does not yield to reasonable medical treatment should 
be removed early and the diagnosis made later if 
possible. 


In order that the surgeon may formulate an intelli- 
gent opinion as to the necessity of splenectomy it is 
important that what we know of the functions of the 
spleen should always be kept in mind. Speaking in a 
broad way, the main function of the spleen is shown 
in its effect on the blood and this briefly may be noted 
under three headings: first, destructive action upon 
the red blood cells ; second, a strainer or separator ac- 
tion by which organisms are removed from the blood 
stream and sent to the liver for destruction ; third, the 
production of a hormone in the spleen. In consider- 
ing the first of these functions, namely, destruction 
of the red blood cells, we immediately connect with 
splenectomy the three types of anemia,—hemolytic 
icterus (which is not a true enemia), pernicious ane- 
mia and splenic anemia. 


I think I shall not be considered radical if I de- 
vote only a brief word to the consideration of splen- 
ectomy in pernicious anemia for the operation in this 
disease does not appear to be based on sound reason- 
ing and at the best promises only a remission of the 
symptoms for a brief period of time. When pernici- 
ous anemia has developed to the stage where the 
blood is characteristic itis an incurable disease, but 
splenectomy in some instances may offer a decided 
palliation. Many of these cases in the early stage do 
not show the characteristic symptoms of pernicious 


- anemia ; it is in these cases splenectomy offers the best 


hope for cure or considerable palliation. In elderly 
individuals the operation should never be considered, 
but in the middle-aged and young, if the disease is 
progressing rapidly and hemolysis is a marked 
symptom, splenectomy should be undertaken as a last 


resort. 


In the consideration of splenectomy for splenic 
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anemia we find that the results are very much better, 
in contrast to the failures of this operation in per- 
nicious anemia. It is true that in splenic anemia we 
are not dealing with a definite clinical entity until 
possibly the last stages of the disease and the great 
difficulty in choosing the operation of splenectomy is 
adapting it to the clinical entity splenic anemia. Most 
of the confusion arises in differentiating between 
portal cirrhosis or biliary cirrhosis, both carrying 
with them enlarged spleens, and the chronic form of 
"splenic enlargement with a secondary anemia which 
characterizes the syndrome of splenic anemia. In 
splenic anemia unassociated with cirrhosis in any 
form, splenectomy has proven very favorable, result- 
ing in about 60% of cured cases. The results are not 
always immediately encouraging for often the anemia 
_is exaggerated over a period of four to twelve weeks. 
It is here that we should recognize the third function 
accredited to the spleen, namely, that of the produc- 
tion of a hormone. The early anemia following the 
splenectomy in these cases is probably due to the loss 
of the effect of the splenic hormone on the bone mar- 
row. Some authorities claim that the bone marrow is 
not active and has no part in the restoration of the 
individual after splenectomy. This is not true, how- 
ever, for after splenectomy there is both a hyper- 
plasia and a hyperactivity of the bone marrow; but 
the results of this activity and change in the marrow 
do not show until about the fourth week. At this 
time erythrogenesis begins, attains its maximum ac- 
tivity from the eighth to the twelfth week after 
splenectomy and persists at a maximum for about 
three months, when the blood then returns to or has 
attained its normal characteristics. We may thus 
argue that the anemia following splenectomy is no 
failure of the bone marrow, but due to some hemoly- 
sin in the blood made active by removal of the spleen. 
This is particularly noticed in the effect on the ascites, 
but especially must we note the very frequent relief 
from gastric and intestinal hemorrhages following 
the operation of splenectomy when associated with 
portal cirrhosis. 

Gastric hemorrhage is not always relieved by 
splenectomy and the recurrence of gastro-intestinal 
bleeding may follow. Some of these recurrences are 
often and extend over a long period of time, but 
usually they are rare and if occurring at all show 
themselves only a few times in the recent months fol- 
lowing operation. The relief of the hemorrhage de- 
pends in part upon the condition of the liver and 
especially upon the amount of portal cirrhosis in the 
liver. Because of the large amount of blood carried 
through the spleen, the total circulation in the liver 
is relieved of a large portion of venous blood by 


splenectomy, but if there is considerable portal cir. 
rhosis, with accompanying venous obstruction, as. 
sociated varicosities of the esophagus or gastric muc. 
ous membrane, or superficial gastric erosions we may 
readily understand how splenectomy cannot be ex- 
pected to relieve the recurring hemorrhages in this 
type of case. It is well for us therefore to remember 
these contingencies in estimating the value of splenic 
removal for advanced pathologic changes associated 
with splenic anemia. Before passing from the subject 
of splenic anemia it is well for us to consider the re. 
sults of splenectomy for this condition in infancy and 
childhood. It would seem that most excellent results 
have been obtained in the severe type of the disease 
in children, and I have been able to find reports coy- 
ering twenty-two children under 14 years of age who 
were splenectomized for splenic anemia with a result- 
ing cure or marked improvement in twelve of the 
cases. I believe it is the general opinion of experi- 
enced surgeons today that splenectomy in children for 
the present should be reserved for the more severe 
type of cases. Improvement follows medical treat- 
ment in the milder types, but children with the more 
severe types usually die of some intercurrent infec- 
tion unless operated upon before this infection 
occurs. ? 

The association of a biliary cirrhosis with a hemo 
lytic icterus is a common condition and this is prob- 
ably due to the widespread destruction of the red 
corpuscles in the spleen, which in the broken-down 
state are carried to the liver as blood pigments, and 


these in turn render the bile thick and viscid in char- 


acter. Thus the flow of bile in biliary portals is 
sluggish and inflammation around the bile passages 
readily occurs, with a deposition of fibrous tissue 
The appearance of gall stones associated with hemoly- 
tic icterus is very frequent and quoted by some at 
thorities in about 70% of their cases. We may thts 
see how easy it is toconfuse the diagnosis of biliary 
cirrhosis associated with gall stones with hemolyti 
icterus. On account of the exaggerated function of 
ability of the spleen to destroy red blood corpuscles 
which is so marked in the condition of hemolytic 
icterus, we can justly appreciate the reason for suc 
excellent results which follow splenectomy in this 
condition, and splenectomy in hemolytic icterus is tht 
operation of choice. There is no operation in surgefy 
that is followed by more brilliant results than splene 
tomy for hemolytic icterus unless done in the termind 
stage. It is only cases in the terminal stage, path 
logically, with marked cirrhosis of the liver and se 
ondary gall stone formation that fail to be relievel 
by the operation. Care, however, should be exercised 
in not operating on these cases during a temporafy 
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exacerbation of their symptoms characterized by an 
increase of the jaundice, fever, marked tenderness 
and increase in the size of the spleen. These charac- 
teristic crises are usually temporary in character and 
operation should always be deferred until the decline 
of the more active symptoms. 

Medical tradition is responsible for the belief that 
splenectomy for myelogenous leukemia offers no hope 
for any relief or cure. The effects of x-ray therapy 
and radium therapy in the reduction of the large 
spleen of myelogenous leukemia has disproved this 
contention for these agents, when properly used, do 
materially reduce the size of the spleen and the gen- 
eral condition of the patient is correspondingly im- 
proved. When the effects of this treatment pass off 
the spleen again enlarges and the general condition 
of the patient immediately becomes worse. In the 
last five years this experience has been adapted to the 
surgery of the spleen with the result that if the large 
spleen of myelogenous leukemia is reduced by radium 
over a considerable period of time and then removed 
great benefit follows. Mayo has recorded out of 
twenty-nine splenectomies for myelogenous leukemia 
acure of twelve, living three years after the opera- 
tion. Without previous irradiation and reduction in 
the size of the spleen, splenectomies for myelogenous. 
leukemia have proven a failure. It is therefore im- 
portant to recognize the necessity for thorough and 
prolonged irradiation in these cases before splenec- 
tomy is to be considered. 

One of the principle functions of the spleen is 
recognized as a separator or strainer action on micro- 
organisms that pass in the blood through the spleen 
and are removed later to be delivered to the liver for 
destruction. If, because of pathological changes in 
the spleen, the organ is unable to rid itself of these 
strained out parasites or organisms then the spleen 
enlarges, and it-is in this condition, splenomegalia of 
infectious origin, that splenectomy often offers bril- 
lant results. The operation is to be particularly com- 
mended in the chronic enlargement of the spleen due 
to malaria, tuberculosis and syphilis. Chronic en- 
largement of the spleen due to syphilis is usually fol- 
lowed by the diminution in the size of the organ and 
arelief of all constitutional symptoms through the 
institution of energetic specific treatment. There are 
certain types, however, that are highly resistent to 
the specific treatment, denying a negative Wasser- 
mann reaction and a failure of the spleen to resolve 
in size. It is in this type that the field is open for 
the surgeon. There are numerous instances of this 
kind now reported in literature in which anti-syphi- 
litic treatment failed entirely to relieve the patient 
until splenectomy had been performed, when the con- 


dition at once became amenable to further treatment 
and recovered quickly. Conservatism in the adoption 
of this surgical principle is, however, to be advocated. 
In tuberculosis of the spleen the diagnosis is the 
principal question, but given a localized process in the 
spleen its removal follows the dictate of sound judg- 
ment, providing other conditions warrant the opera- 
tive undertaking. Some brilliant results have also 
followed the removal of the spleen enlarged from 
chronic malaria, but the warning should be sounded 
that often patients continue to have chills and fever 
from malarial parasites after a malarial spleen has 
been removed. 

In traumatic rupture of the spleen the question of 
splenectomy is dependent upon, first, the diagnosis, 
and, secondly, the amount of hemorrhage that has 
taken place. Conservation of the spleen with suture 
is possible in those cases where the rent in the spleen 
is small, but this again must be predicated upon the 
diagnosis, which can be determined only by an ex- 
ploratory incision. Here hemorrhage again is a de- 
termining factor and must be kept constantly in mind. 
Where hemorrhage is great, transfusion is our sheet 
anchor, but it must be decided whether this will be 
resorted to before or after operative interference. If 
the hemoglobin is as low as 30 % we believe trans- 
fusion is indicated before the operation, otherwise 
we believe it best to do what is necessary surgically 
and follow this by transfusion. Especially does this 
seem to be true in massive traumatic rupture of the 
spleen where splenectomy is definitely indicated and 
transfusion is preferably to be performed unless, as 
mentioned before, the hemoglobin is down to 30% 
or lower. If the patient recovers after this type of in- 
jury, the splenectomy appears to have no ill-effect, 
no disturbance of function in the other organs. 

Our knowledge concerning polycythemia is very 
limited. Suffice it to say that we recognize this as a 
condition that is accompanied by a marked enlarge- 
ment of the spleen with an over-activity of the ery- 
throgenic function of the bone marrow. One func- 
tion ascribed to the normal spleen is to originate a hor- 
mone that acts through the blood stream on the bone 
marrow, and we have already learned to recognize 
that the anemia following splenectomy is probably 
due to the loss of the effect of the splenic hormone 
on the bone marrow. It is as true that the enlarged 
spleen found in polycythemia is capable of turning 
loose in the blood stream an extra amount of these 
hormones, which in turn over-stimulates the bone 
marrow, thus producing red cells in excess. The 
adoption of splenectomy for this condition is predi- 
cated on the foregoing hypotheses. Suffice it to say 
that the few cases of polycythemia reported in the 
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literature that have been splenectomized have shown 
very favorable results following the operation. 
CoNCLUSION. 

More knowledge of splenic function: and its rela- 
tion to other organs, greater accuracy in the diagnosis 
of chronic tumors of the spleen, a clearer knowledge 
of diseases in which extirpation of the spleen benefits 
must come before precise indications for splenectomy 
can be laid down. The result of splenectomy must be 
predicated on the indication for the operation. 


SYPHILIS OF THE BONE: A REVIEW.* 
HERMAN GoopmaN, B.S., M.D., 


New York City 


One of the most distressing phases of syphilis 
is the affection of the bones. In a hospital de- 
voted to every disease to which the joints and 
bones are heir, it is not surprising that many 
patients are admitted in whom the true oftend- 
ing basic disease, namely syphilis, had not been 
previously determined, and all sorts of treatment 
had proved unavailing. 

It is not necessary at this time or place to 
discuss the bacteriology and pathology of syph- 
ilis, or to delve into the structural anatomy of 
bones. One should of course note that in both 
congenital and acquired syphilis the bones show 
the effects of the injection and, interestingly, in 
both the congenital and the acquired forms, the 
bones are ordinarily affected rather late in the 
course of the disease. Very occasionally are 
congenital syphilitics. born with luetic swelling 
of the bones, and equally rarely do we clinically 
note changes in the bones of secondary syphilit- 
ics, although many do complain of bone pains. 

In acquired syphilis, one may show either 
local or diffuse changes more or less limited to 
the periosteum, or to the bone itself. In the con- 
genital syphilitics, the changes may be about the 
epiphysis. No bone is exempt in syphilis, 
whether from cartilage or from membrane de- 
velopment, but certain bones are more often 
affected, as noted below. 

At this point I wish to introduce a conception 
of bone syphilis not always emphasized. Syph- 
ilis of the bone may be primary, as outlined 
above, and, too, secondary, as, changes in the 
thorax due to the pounding of an aneurism; or 
trophic changes as in tabes dorsalis, leading to 
the well known arthropathy of Charcot’s joint, 
or to perforating ulcer of the foot. 

The bone of'the lower leg is often affected in 


*Read by invitation at a stated meeting of the Clinical Society 
of the Hospital for Joint Diseases, New York, March 11, 1924, 


the presence of a gumma of the structures lying 
above it as pointed out by Roberts and confirmed 
by me. 

I have never seen syphilis of the bone occu. 
ring during the primary stage of syphilis, al 
though Mauriac recorded periostitis of _ the 
frontal bone appearing thirty-four days after the 
chancre and four days before the appearance of 
the roseola. Suchanek stated that in Prague 
bone syphilis had been seen in seven out of one 
hundred during the primary stage. Mantegazza 
has seen in South America bone lesions and de- 
struction of the nose almost immediately after 
the appearance of the chancre and before its 
cicatrization. I, who have had a _ reasonable 
tropical experience with syphilis, can confirm 
this as I have seen the destructive effects of very 
early syphilis on the bones of the natives of the 
islands of the Caribbean Sea and especially on 
the island of Haiti. Even South Americans 
under our care in this climate seem to have the 
same susceptibility to bone destruction early in 
the course of their syphilis. 

As mentioned above, syphilis of the bone in 
the secondary stage of the disease is rarely met 
with and according to the pathologists there is 
little anatomical evidence to support the pres- 
ence of secondary stage periosteal inflammation. 
This is true, for clinically there is little to be 
seen in secondary stages of bone syphilis, but 
the patients complain of dull aching pains coming 
on most frequently at night. Women are more 
apt to complain of this symptom than men, 
which is possibly due to the fact that women 
are less often aware of their disease and do not 
get treatment as early as the men do. The more 
superficial the bone, the more the pain. The 
pain is rarely localized, although definite areas 
may be determined by pressure. 


According to Popescu, the bones are involved 
in the following order and percentages: 


As may readily be believed the disease is get 


erally mistaken for rheumatism, or neuralgia 


although most often the associated symptoms 0 
secondary syphilis should make the true diagno 
sis clear. 

The tertiary period of acquired syphilis is the 
time par excellence for the demonstration of bos 
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changes. Next to lesions of the skin, and second The character of the lesions was: Cases 
to all other parts of the body, come bone 20 
changes. These may be the herald of the affec- 15 

tion of this period of the disease or associated Ostitis and periostitis .............. 12 
with other signs of syphilis of the stage. Any Circumscribed gummas ........... 11 


time from four years to forty years after the 
chancre may bone syphilis manifest itself. Treat- 
ment in earlier phases, if proper, sufficiently 
long continued, and effective, may delay or en- 
tirely prevent the appearance not only of tertiary 


Fig. 1. Syphilitic destruction of nose. _ 
bone syphilis but of similar manifestations of 


other parts. 

What part traumatism plays, if any, in the 
formation of tertiary bone changes is difficult 
to decide. History from patients is not reliable 
for they are more than certain to be able to re- 
member some injury, no matter how slight, if 
later there appears a manifestation such as ter- 
tiary bone syphilis. The fact that similar in- 
juries are long forgotten, if even recalled by 
the presence of their scars should be evidence 
of this tendency on the part of most patients. 
Although many bones may be affected, as men- 
tioned before, tertiary bone syphilis affects some 
parts more frequently than others. 


Jullion gave this table: Cases 
Clavicle and Maxillae, each ........ 2 
Parietal, vertebrae, each .......... 1 
Scapula, ulna, patella, each ........ 1 


The nasal bones when attacked by syphilitic 
disease nearly always necrose and there results 
the peculiar deformity of flattening of the upper 
portion and prominence of the lower portion of 
the nose. Destruction of the soft parts and con- 
tiguous bony parts may ensue. The palate is 
often perforated as an accompanying bone des- 
truction. 

When the sternum is the site of syphilitic bone 
changes severe pain and pressure symptoms may 
follow. The tibia is the long bone most affected 
and either the entire length of the bone or local- 
ized areas may show signs of the syphilitic pro- 
cess. The soft parts overlying the bone may be 
affected also and ulcer is very frequent. In a 
recent study I determined that the right leg was 
more likely to be affected with syphilitic ulcer 
than the left, which was the site of non-syphilitic 
ulcer in about twice the frequency that non- 
syphilitic ulcer appeared on the right leg. 

The older text-books on surgery especially de- 
pict the terrible results of bone syphilis, but 
whether because of an attenuation of the syphilis 
or the effect of treatment, we do not at this time 
see the ravages of syphilis of the bone which 
undoubtedly did occur for we have the bones in 
pathological museums to attest to the descrip- 
tive powers of the author-surgeons of the day. 
The Army Medical Museum at Washington has 
an especially rich collection in this regard. 

Before passing to the bone lesions of congeni- 
tal syphilis it may be well to mention a lesion 
which is shared by both acquired and congenital 
syphilis, namely, syphilitic dactylitis. The 
phalanges are the sites of gummatous osteoperi- 
ostitis with enlargement and rarefaction. The 
finger swells and sometimes there is fracture of 
the weakened bone or the gummous material is 
discharged through a fistula. 

A summary of the pathological aspects of 
bone may be expressed as follows: (a) periosteal 
gumma formation with necrosis of the underly- 
ing bone, followed by ulceration and exposure 
through the skin or by extensive osteophyte 
growth, and (b) gummatous osteitis or osteo- 
myelitis with necrosis and erosion of the directly 
affected part and rarefaction or sclerosis of the 
surrounding bone. Children born with syphilis 
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may present bone changes early or later in their 
lives. Commonly the new-born child or young 
infant presents well recognized symptoms attrib- 
uted to the change at the line of formation in the 
long bones of the laying down of the bone at 
the epiphyseal line. Indeed, there may be a 
separation at this line even in very young in- 
fants. Microscopically, syphilis at the epiphysis 
or syphilitic osteochondritis was first described 
by Wegner, and in his honor has earned the 
name of Wegner’s sign. Spirochetes lodge here 


Fig. 2. Syphilitic destruction of nose. 


and in the periosteum covering the lesion. Asa 
result of epiphysitis immotility of the limbs 
causes so-called “pseudo-paralysis.” 


The bone changes of congenital syphilis a little 
later in life are difficult to properly comprehend. 
In many instances no hint of the syphilitic na- 
ture of the pregnancy and the resulting offspring 
may have been gleaned by either the parents or 
the clinical examinations of the attendants. Still, 
as Fournier has indicated, there is no_ ail- 
ment to which the flesh is heir that may not be 
the result of late congenital syphilis, and his 
articles and books are well worth consulting. 

Various malformations of the skull have been 
attributed to syphilitic inflammation of the 
bones. Parrot has emphasized the “natiform 
skull” due to the nodes which have been given 
his name. The opposite condition, namely, thin- 
ning of the bones of the skull results in cranio- 
tabes. 


For some reason the bones of the skull are 
especially susceptible to syphilitic changes in 


congenital syphilis, and one thus recognizes 
malformations of the nose, gummous destruc. 
tion of the nasal bones producing saddle-nose, 
The long bones, especially the exposed tibia, is 
often affected by syphilis and the resultant 
“saber tibia” has become well known. Gummous 
infiltration of the long bones may result in break. 
ing down of the tissues with resultant formation 
of deep indolent ulcers. If the gummas do not 
break down they form nodular deformities along 
the length of the bone. Syphilitic dactylitis is 


Fig. 3. Syphilitic destruction of nose. 


common in congenital syphilitics, and as the 
child grows older there is more tendency for 
breaking down and production of sinus. Eafliet 
in clinical syphilology it was maintained tha 
the use of mercury in the therapeutics of syph- 
ilis was the cause of the destruction of bone 
Although this has proven a shibboleth, I hav 
often been asked by patients, who seemed to bt 
intelligent, to assure them that the use of mer 
cury in the treatment of syphilis would not et 
danger them to the end-result of “rotting of tht 
bones.” I have been able to assure them of this 
and indeed believe that the bone syphilis in pe 
tients treated with mercury in the days of mer 
cury treatment was not the result of the me 
cury but the result of insufficient mercury. 

have at various times reviewed our methods 4 
treatment indicated in syphilitics and quote frot 
an earlier paper: “The patient with syphilis, ai 
not syphilis should be considered by the phys 
cian when it comes to treatment. The tisst4 
of the patient are worthy of respect, especial! 
when one considers that the assault of the d 
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needed in treatment is added to the tissue dam- 
age of the spirochetes. Specific treatment of the 
syphilitic requires arsphenamine or one of its 
newer Salts, neoarsphenamine, sodium arsphen- 
amine, or silver arsphenamine. Mercury is also 
used in the specific treatment. The iodides are 
very valuable, especially in the later stages of 
the disease. The use of arsphenamine in the 
prophylaxis of syphilis is a phase in treatment 
that is very important, and its results make it 
worthy of wider use. Its share in the public 
health aspects of this disease are especially val- 
uable. The intensive treatment in the early 
syphilitic, both when the abortive action and 
the quick and thorough sterilization of the pa- 
tient seems feasible, is recommended for other- 
wise healthy persons with syphilis. Care in 
selection of the patient for this form of therapy 
is of first importance. Modified forms of injec- 
tions of arsphenamine should be given accord- 
ing to the patient, the reactions of his excretory 
organs, response to drugs, and phase of the dis- 
ease process. Iodides form a valuable addition, 
and the intravenous route should be considered, 
especially if large doses by mouth tend to upset 
the patient. Systematic and systemic examina- 
tion of the patient should be made at intervals, 
with especial reference to the cerebrospinal sys- 
tem. When indicated, the lumbar puncture for 
diagnosis and treatment is advised. The syph- 
ilitic should be treated as an individual requiring 
attention, and not as a case of syphilis.” 


In my experience patients with syphilis of the 
bone do especially well with forced iodides, (in- 
cluding iodides by the intravenous route) and 
the application of mercury in the old well-nigh 
forgotten dermal route. Although laboratory 
experiments do not always bear out empiric re- 
sults, the use of the mercury rub in no half- 
hearted measure and over a long time, (using 
between 150 and 200 rubs each of the gram of 
official mercury ointment and rubbing at least 
half an hour in otherwise healthy adults, that is 
to say, in the absence of gross kidney changes) 
has given excellent results combined with the use 
of the arsphenamines, and occasionally even with 
mercury by the hypodermatic or intramuscular 
route. Mercury ointment over the lesions them- 
Selves has seemed to aid in their elimination. 1 
have also recalled the old therapeutic procedure 
of the calomel belly band in children and its as- 
sociated method of using the socks for adults. 
My experience with attempts at restoration 


_ for destroyed nasal bones, either by bone plants 


or paraffine injections has not been favorable. 
On the contrary, I have seen some dire results 
with the latter, and not a few patients who have 
undergone the former found the new-end result 
less to be preferred than the old. 

I wish to mention, in passing, the diagnostic 
features indicated in fractures that are resistent 
to otherwise proper procedures, and have in my 
own experience found that it was syphilis pres- 
ent in the patient that deterred bone union. The 
institution- of anti-syphilitic treatment has been 


Fig. 4, Syphilitic periostitis of right leg. 


the means of avoiding the use of operative pro- 
cedures in some cases; and in others the failure 
of plates, etc., to secure union was ultimately 
found to be the presence of syphilis which had 
not previously been determined. I have casually 
mentioned above the possibility of spontaneous 
fractures in syphilitic bones and need not dwell 
further on this interesting phase of these mani- 
festations at this time. Nor shall I make fur- 
ther mention of the arthropathies, reserving my 
observations for a later consideration of joint 
syphilis, 

Older books and articles made ever increas- 
ingly difficult the differential diagnosis clinically 
between syphilis of the bones and tuberculosis, 
rachitis, actinomycosis, osteomalacia, necrosis 
following mercurial ulceration, necrosis of phos- 
phorus poisoning, malignant growths, and sim- 
ple bone changes of trauma and infections. I 
have found a perusal of these differential fea- 
tures of greatest historical interest, but I do not 
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think anything could be gained by repeating 
them here. Although we place guarded reliance 
on the serological laboratory, clinical study and 
the therapeutic tests are required very often in 
the demonstration of the syphilitic character of 
a bone lesion. 

It has been the experience of all in this regard 
to have cases of bone disease simulating all 
other kinds of chronic diseases of the bone es- 
pecially tuberculosis, associated with a negative 
Wassermann reaction, clear up under proper 
antisyphilitic treatment. In the absence of other 
findings, examination of related persons, social 
and historical evidence, one is hard put to deter- 
mine whether the improvement is to be consid- 
ered a therapeutic test positive for syphilis or 
whether one is dealing with the tonic, or alter- 
ative property of antisyphilitic medication. No 
general rule can be laid down for this conting- 
ency. Every case must be considered on its in- 
dividual merits, and according to the attitude 
of the physician toward the disease in question. 

The prognosis of syphilis of the bone is none 
other than that of syphilis of the individual. 
Except for the possibility of permanent scars, 
as saddle-nose, syphilis of the bone is amenable 
to proper treatment. If the general make-up of 
the patient is bad, as it may be in marasmic, 
neglected infants, then the outlook is bad, but 
not any worse in the presence of syphilis of the 
bone than in its absence. In adults, if the af- 
fected bone is about a vital canal or protecting 
an organ of perception, the accompanying de- 
struction of the surrounding parts may mean 
ensuing deafness, blindness, hemiplegias, etc., 
according to the location of the bone of the skull. 


I acknowledge the aid from such standard works as 
Morrow’s System; Power’s and Murphy’s System; Mac- 
Callum’s text-book; and McIntosh and Fildes. I would 
refer the interested reader to two comparative recent studies 
of great value, viz., Wile and Senear in the Amer. Jour. 
Med. Sci., November, 1916; and Schamberg et al., in the 
Jour. of the A. M. A., January 19, 1918. The work of 
Henry W. Frauenthal, Physician and Surgeon in Chief, and 
Leo. L. Michel, Attending Urologist to the Hospital for 
Joint Diseases, is also worthy of review. 

The photographs of this article are from the Collection 
of Parounagian and the author. 


15 CENTRAL ParK WEST. 


It seems to be a human characteristic to ascribe 
the manifestations of some functional disorder or 
disease to any influence or incident that has recently 
preceded it. Such instances are of frequent occur- 
rence relative to the effects of a chronic low-grade 
infection—J. Lestiz Davis in The Therateutic 
Gazette. 


CALCAREOUS DEPOSIT AT THE INSER- 
TION OF FLEXOR CARPI ULNARIS 
TENDON FOLLOWING 
TRAUMA. 

Ira CoHEN, M.D. 


New York Clirty. 


Calcareous deposits beneath the subacromial bursa 
and in and about the supraspinatus tendon following 
trauma to the shoulder are seen not infrequently, 
From the clinical standpoint Codman’* and Brickner’ 
have described this condition, while E. Moschcowitz’, 
in a paper which gives in addition the literature of 
deposits in other tendons, has reported on it from 
the pathological aspect. There is no particular 
reason why any bursa exposed to trauma could not 
be the site of calcareous deposits, but I have been 


Figure 1. Eight days after the injury. Showing calcareous deposit 
over the pisiform. 


unable to find a report of any instance similar to the 
following : 

Mrs. G., age 28, in good health at the time of 
her injury, fell backward on her outstretched left 
hand causing hyperextension at the wrist. Except 
for discomfort lasting less than an hour the wrist 
seemed normal for a week. On the seventh day pain 
was noted on the palmar aspect of the ulnar side of 
the wrist. This pain rapidly increased in severity, 
was intensified by motion of the wrist which caused 
it to radiate downward into the hypothenar emi- 
nence, and finally it became severe enough to require 
the administration of morphine. A roentgenogram 
(figure 1) taken on the eighth day after the injury 
was reported as showing fracture of the pisiform. 
In spite of mobilization of the wrist in plaster the 
pain continued. Two days later, i. e., ten days after 
the injury, I first saw the patient. Her hand was 
held in ulnar and slight palmar flexion. There was 
fulness in the region of the pisiform. Palpation of 
the radius and the ulna showed nothing abnormal, 
but as soon as the examining finger passed beyond 
the lower border of the ulna on the palmar aspect 
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tenderness was so pronounced that the slightest 
touch caused the patient to cry out, and satisfactory 
examination of the region of the pisiform was im- 
possible. Both active and passive motion were lim- 
ited because of pain. There seemed to be hyper- 
esthesia and hyperalgesia over the hypothenar emi- 
rence. Study of the x-ray film showed the shadow 
over the pisiform to be made up of several frag- 
ments while the outline of the bone itself appeared 
normal. From the appearance of the x-ray film and 
from the history of an interval of a week free from 
pain it was difficult to believe that we were dealing 
with a fractured os pisiform. A second roentgeno- 
gram taken the following day cleared up the diag- 
nosis. It was thus reported: “Radiographic examin- 
ation of Mrs. G fails to show evidence of lesion of 
the bones of the left wrist joint. The shadows of 
the calcareous deposits * * * are almost entirely ab- 


Figure 2. Eleven days after the injury. Showing almost complete 
absorption of the deposit. 


sorbed.” (Figure 2 is a print of the second roent- 
genogram taken three days after the first. A very 
faint outline of the previous shadows is all that re- 
mains.) By the use of immobilization and heat, 
followed by passive and active motion a complete 
recovery ensued. 

Piersol describes a bursa lying between the flexor 
carpi ulnaris tendon and the pisiform bone. Whether 
in this case the calcareous deposit lay beneath the 
bursa, as in the majority of the shoulder injuries, in 
the bursa or in the tendon itself can not be stated. 
Clinically, the condition corresponded to Brickner’s 
“hyperacute” form of subacromial bursitis. 

Brickner states that he has seen roentgenograms 


of calcareous deposits beneath the subacromial bursa 


as early as the fifth day after injury. We have here 
an illustration that absorption can be just as prompt. 
It is possible that absorption had begun even before 
the first roentgenogram, as in the second one it is 
Practically complete and but three days had elapsed. 

In the absence of radiographic evidence it is im- 
Possible to state how frequently such calcareous ma- 


terial is deposited and absorbed in injuries about 
exposed bursae, but it is probably more frequent 
than we suspect. 
REFERENCES. 
Codman, E. A.: Bost. Med. & Surg. Jour., 154, 613, 
sit 159, 533, 1908; 165, 115, 19rT. 
2. Brickner, W. M.: Am. Jour. Med. Sc., 149, 351, 1915; 


Journal of the A. M. A., 69, 1237, 1917. 
_ 3. Moschcowitz, E: Am. Jour. Med. Sc., 150, 115, 1915. 


178 East 70TH STREET. 


AN UNUSUAL CASE OF FOREIGN — 
IN THE NECK. 
J. EastMAN SHEEHAN, M_.D., F.A.C.S. 


New York City. 

Associate Surgeon and Lecturer to the International Clinic 
for Plastic Surgery, London; M.R.S.M., London; Assist- 
ant Professor of Laryngology, New York Post-Grad- 

uate Medical School and Hospital; Consultant Sur- 
geon Specialist, All Souls Hospital, Morristown, 
N. J., St. Francis Hospital, Poughkeepsie, 
N. Y., and Port Jervis Hospital. 


While crossing a street in Liberty, N. Y., August 


22, 1923, Etta T. was injured by an automobile 


which struck her a glancing blow of such force as 
to throw her against the door of the car, producing 
a severe open wound under the right lower jaw, and 
a fracture of the mandible. The neck became greatly 
swollen and the wound severely infected, for which 
she was treated at her home for one week. On ac- 
count of the persistence of the swelling and infection, 
the temperature ranging between 103° and 104° F, 
she was then admitted to the Middletown Hospital 
and treated there for about three weeks. 

At the time of discharge from that institution, her 
temperature was normal, and the wound, almost 
healed, was clean, but there remained the swelling 
in the neck. Between this period and the time she 
entered the Post-Graduate Hospital, December 27, 
1923, she received daily massaging for the swelling 
of the neck, and was treated also by head movements. 

She was referred to me December 27, 1923, for a 
dislocation of the trachea and for the repair of an 
ugly scar that resulted from the injury. Exammina- 
tion disproved the diagnosis of dislocation of the 
trachea, and indicated that the swelling was due to 
a foreign body, which was verified by Roentgen ex- 
amination. The roentgenologist reported: “Exam- 
ination shows a foreign body in the right cervical 
region, the object cylindrical in shape with a flared 
end simulating the end of a drainage tube almost 
completely covered with a substance simulating a 
rubber tube. It measures about 134 inch in length 
by over ¥% inch in diameter. It is situated in the soft 
structures, its axis vertical, its upper margin close 
under the skin.” 

‘On January 4, 1924, under ether anesthesia, Dr. 
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John F. Erdmann observing, a curved incision was 


made in the neck below the point of swelling. The 
substructures were separated, and the foreign body 
was found thoroughly imbedded in the carotid 


Photograph before operation showing the swelling of the neck in 
the carotid area. 


sheath. A second incision was made perpendicular 
to the first, and a débridement of the neck was ef- 
fected. The uppermost part of the foreign body, 
which was nearest to the skin surface was grasped 


Roentgenogram showing the foreign body lodged in the deep struc- 
tures of the neck. 


and extracted with forceps. It proved to be a part 
of the door handle of the automobile, consisting of 
a piece of steel, covered with vulcanite. 

It was observed, after its removal, that a collapse 
of the jugular vein existed, with a marked ulceration 
of the coats of the carotid artery, almost causing 


perforation. The jugular vein was tied and the 
artery was left undisturbed. . 

The most interesting and extraordinary phase of 
this case was the lack of a realization and apprecia- 
tion of the actual cause of the swelling of the neck. 
Again, the rapidity with which the foreign body, 
weighing over two ounces, and almost 2 inches long 


Photograph of the foreign body. 

and ¥% inch wide, travelled to dangerous areas in the 
neck, almost causing perforation of the carotid artery 
was, to say the least, a bit alarming to consider. 

This rapid movement of the foreign body was un- 
doubtedly favored by the massage and head move- 
ments, which were persisted in for about three 
months. 


TREATMENT OF TUBERCULOUS GLANDS OF THE 
NECK. 

Surgery, in our opinion, should not be resorted to 
in tuberculous adenitis until x-ray therapy has been 
tried for a considerable period of time—from six 
months to a year—provided the disease is not spread- 
ing and involving the adjacent glands. While the 
disease remains confined to a few glands, nothing is 
lost by continuation of x-ray treatment, and we have 
been surprised in a few instances by the diminution 
in size which occurred some considerable time after 
the beginning of the treatment. 

Surgical removal of the glands, we believe, should 
be undertaken when, in spite of +-ray and hygiene 
(we have had no experience with tuberculin), either 
the neighboring glands are becoming involved, of, 
after fair trial of radiation, shrinkage is not apparent. 
We do not believe that where one or two glands must 
be removed, «x-ray failing, it is necessary also to re 
move the small, soft, non-caseous glands which sut- 
round them, but that these may well be treated by 
radiation—Frank Laney and Howarp if 
The Boston Medical and Surgical Journal. 
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CATHETERIZATION AND CYSTITIS 

In recent surgical literature a study of more than 
passing interest is that of “The Incidence of Post- 
Operative Catheterization in the Johns Hopkins Hos- 
pital” by Ralph G. Mills of the Peking Union Medi- 
cal College, published in Annals of Surgery last 
month. 

Modern urology has brought the growing convic- 
tion that in the normal, untraumatized bladder, pri- 
mary bacterial cystitis rarely if ever occurs; that in 
such a bladder cystitis is an extension of infection 
from the urinary tract above or below, or from con- 
tiguous pelvic structures; and that in the absence cf 
such an extension a bacterial cystitis is caused by in- 
jury or by the presence of a tumor, stone or foreign 
body or is due to the retention of urine arising from 
the inability of the bladder completely to empty itself 
—as the result of obstruction (prostatic, urethral) or 
distortion (diverticulum, cystocele) or impairment 
of innervation. 

As expressive of this conception of cystitis we 
May turn to the most recently published, and wholly 
fepresentative, American treatise on urology.* 
Therein Caulk states (volume 2, chapter 4) “... 


*Modern Urology. In Original Contributions by American 
Authors. Edited by Hucu Cazot, M.D., C.M.G., F.A.C.S., Dean 
and Professor of Surgery in the Medical, School of the University 
of Michigan, Ann Arbor, Mich. Second Edition. Two octavo vol- 
umes; 1572 pages; 686 engravings and 19 plates. Philadelphia and 
New York: Lea & Fesicer, 1924. 


cystitis as a disease per se is extremely rare and 
... is usually representative of some coexisting 
infection in the upper urinary tract, in the genitals 
or in association with other pathological conditions 
in the bladder or urethra .... Retention is the 
most important predisposing cause of cystitis. ... 
In women, residual urine is occasionally observed in 
cases of uterine growths . . . . and in bladder sag- 
ging due to cystocele.” And Osgood says (volume 
I, pp. 383, 4) “The injury to the female urethra, 
which is a common and potent cause of those 
troubles often incorrectly described or referred to as 
postoperative cystitis or bladder irritability, is that 
produced by simple catheterization . . . . While cys- 
titis may follow catheterization . . . . the much more 
common injury or ill-effect is not cystitis but a 
urethral trauma and urethritis. This .... may 
readily extend to the bladder.” 

Mills’ analysis of post-operative catheterization 
series presents several interesting factors but its im- 
portance lies, it seems to us, in calling attention to the 
large role that is played by residual urine in the 
production of cystitis in these cases; and, especially, 
it carries this important lesson: that the almost uni- 
versal practice of discontinuing catheterization as 
soon as the patient is able to void urine is not a 
wise one. As suggested, apparently, by the obser- 
vations and experience of one or two previous writ- 
ers (Curtis, Taussig) whom he quotes, Mills empha- 
sises that post-operative catheterization should not 
be discontinued until there is little or no residual 
urine, i.e., until the expulsive power of the bladder 
has been restored. If once begun, to continue cath- 
eterization until then is more likely to obviate than 
to provoke cystitis. 


RUPTURE OF A PYOSALPINX. 

The production of an acute diffuse purulent peri- 
tonitis by the ruptute of a pus-tube occurs so sel- 
dom that its percentage incidence is too small to 
gainsay the conservative treatment of pyosalpinx. 
The number of recorded cases of rupture is, how- 
ever, sufficiently large both to bear the condition in 
mind as a possible cause when confronted by an 
acute peritonitis in a woman, and to be prepared for 
such an occasional development or even, if possible, 
to forestall it—when treating a pyosalpinx. Rup- 
ture may occur in the gonorrheal or the puerperal 
pus tube or in one that is both gonorrheal and puer- 


peral in the source of its infection; and it may take 


place spontaneously, or on exertion or even upon too 
vigorous a manual examination. It is most often 


mistaken for appendicitis, sometimes for the rupture 
of an ectopic gestation sac. 
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In several of the recorded cases there was a his- 
tory of repeated attacks of severe pain over a period 
of a week, more or less, the final attack being the 
most severe and followed by collapse (in some in- 
stances) and the peritonitis. Whether the prelim- 
inary seizures are due to sudden increase of tension 
in the sac, to ulcerative advances in the tube wall, 
or to “progressive rupture” unprotected by adhesive 
peritonitis, they are of the utmost clinical import- 
ance; for in a case of pyosalpinx they suggest im- 
’ pending rupture and the need of operation, and in a 
case of acute purulent peritonitis of unknown origin, 
they suggest the possibility of a ruptured pus-tube. 

The diagnosis of peritonitis due to a ruptured hol- 
low organ is easily provided by the history of sud- 
den, violent pain and collapse or weakness, followed 
by great or entire relief of pain and the development 
of peritonitis signs and symptoms, Toward the rec- 
ognition of a ruptured pus-tube as the source of such 
a peritonitis the most important thing is to bear in 
mind its occasional occurrence, and to consider it 
after the appendix, the gall-bladder, the bowel and 
the stomach. Localization of the pain and tender- 
ness low down in the iliac region, the history of gon- 
orrhea, of recent pregnancy or of uterine instru- 
mentation, are all suspicious of tubal disease, which 
suspicions are fortified if there is great tenderness 
and a mass or fulness in the vaginal fornix, especial- 
ly if it be on the left side, where an appendix ab- 
scess is not likely to be found. If the patient is 
known to have had a pyosalpinx, especially if it has 
been giving such evidences of activity as repeated 
attacks of pain, the diagnosis of ruptured pus-tube 
is presumptive. Finally, if a previously palpated 
tense tube is now felt flaccid or collapsed, the diag- 
nosis may be made with assurance. 


Progress in Surgery 


Selections from Recent Literature 


Focal Infection: Is It a Practical Theory? W. T. Woor- 
Ton, Hot Springs, Ark. Southern Medical Journal, 
May, 1924. 

Wootton concludes an interesting discourse with these 
aphorisms : 

(1) Scrupulous care is warranted to judge a suspicious 
location of infection. 

(2) A “slaughter of the innocents” is unpardonable. 
Prove they are not innocent and it is commendable. 

(3) Spare a tooth arid spoil a cure. 

(4) Apparently the more obvious the location, the more 
frequently we err, in that we are prone to search for some- 
thing difficult. 

(5) Careless physical examinations divide honors with 
verbose verbal examinations in attaining misinformation. 

(6) Absence of gross lesions is no criterion for eradi- 
cation. Infinitesimal infections often cause multitudinous 
pains. 

(7) Interpretation of radiographs is sometimes as diffi- 
cult as the theory of relativity. 


(8) Fear not the high sounding names. You may blunder 
into much glory. 

(9) The race is not always to the swift. The innocent 
looking tonsil is often causing greater damage than its 
suppurating partner. 

(10) It is results that count. The patients suffer some. 
what, live long and talk considerably. 

(11) It is a long cry from neuralgia of the ulna to 3 
fulminating psychosis, yet both may originate from a tooth 
declared perfect by a dentist. 

(1z) The term “rheumatism” is not unlike the Mother 
Hubbard. It covers everything but touches nothing. 

(13) Basal metabolism is of less importance in focal 
infections than horse sense and hard work. 

Report of an Acute Lung Abscess in a Child Cvred by 
Artificial Pneumothorax. Gerarpo M. BaA.sonr and 
Epwarp D. Cuurcuitt, Boston. The Boston Medical 
and Surgical Journal, June 5, 1924. 

A case of post-tonsillectomy abscess in a child was com- 


‘pletely cured by a single induction of artificial pneumothorax 


very early in the course of the disease. 

Three other cases of pulmonary abscess in children cured 
by collapse therapy are cited from the literature. It js 
important to employ artificial pneumothorax early in the 
course of pulmonary suppurations before pleural adhesions 
preclude complete collapse. 


The Value of Physical Signs in the Early Detection of 
Pulmonary Metastases. Lioyp F. Craver, New York. 
The American Journal of the Medical Sciences, June, 


1924. 

The earliest physical signs of metastasis to pleura or 
lung from breast carcinoma is a patchy limitation of breath 
sounds, particularly during inspiration. This sign may or 
may not be accompanied by crackling rales or pleural fric- 
tion rubs. It may be detected in some instances before the 
roentgenologist is able to demonstrate any shadow distine- 
tive of metastasis. The later signs correspond to those de- 
scribed in text-books of physical diagnosis. 

The earliest demonstrable physical signs of chest metas- 
tases of osteogenic sarcoma may not appear until some time 
after the roentgen-ray has succeeded in showing the small, 
round, well circumscribed nodules. 

In cases of cancer of the breast and bone sarcoma, careful 
physical examination of the chest should always be made in 
addition to the roentgen-ray examination in order to dis- 
close metastases to lungs or pleura as early as possible. 


Pitfalls in Diagnosis of Primary Carcinoma of the Lung. 
BronFin, Sanatorium, Col. Colorado Medicine, 
June, 1924. 

The symptomatology is very vague. The salient symptoms, 
such as dyspnea, pain in the chest, fever, blood-tinged sputum 
or hemoptysis vary so greatly in degree and in association 
with each other as to make them of little diagnostic value. 
They may pursue a typical tuberculous course, with a remis- 
sion of symptoms under open air treatment. As a general 
rule, progressive dyspnea, deep, dull chest pains, cough and 
blood-tinged sputum or hemoptysis, when associated wit 
chest findings not characteristic of pulmonary tuberculosis, 
should lead one to suspect malignancy. 

The physical signs are as indefinite as the symptoms. Re 
stricted motion was not noted in any of the author’s cases 
except in one complicated by a hydro- or pyopneumothorax. 
Localized tenderness was likewise absent. “Cornage”, a pe 
culiar type of bronchial breathing, said to be caused by 4 
narrowing of a bronchus by compression, considered almost 
pathognomonic. was not found in any of the author’s cases 
The localized bronchitis spoken of by many authors was not 
found even in the one case that had an extensive left upper 
lohe growth. 

The laboratory as an aid in diagnosis seems of compara 
tively little value. 

Roentgen examination is considered a most valuable diag- 
nostic aid. McMahon and Carman describe the shadows 
caused by carcinoma as being homogeneous, occasional 
partially mottled, wedge shaped with the apex pointing to 
ward the hilum. surrounded by a hazy zone. believed to he 
due to congestion. According to Moore and Carman 
nresence of scattered nodules of varying size in anv part of 
the lung without a surrounding zone of inflammation, 
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cates metastatic malignancy. 

The author concludes: 

1. Primary carcinoma of the lung is of more frequent oc- 
currence than is the general belief. ei 

2. Any chronic inflammatory condition may be an inciting 
factor. 

3. influenza as a cause for the increased incidence of the 
disease has to be seriously considered. 

4 There is no symptom or sign characteristic of this dis- 
ease in the early stage. 

5. In the absence of clear cut physical signs of pulmonary 
tuberculosis, malignancy should be suspected. 


reatment of Acute Purulent Pleurisies. Valvular Pleuro- 
tomy. (Jraitment du pleuresis purulentes aigues. La 
pleurotomie valvulaire. Realisation anatomique de drain- 
age a thorax fermé). J. TouRNEIX, Paris. Paris Medi- 
cal, April 26, 1924. ; 
Under local anesthesia, an incision is made over the ninth 
or tenth interspace usually in the line of the scapular angle. 
A flap consisting of muscle and the overlying tissue is then 
freed up to the eighth interspace where the pleura is incised 
in the usual manner. The pus is evacuated slowly. A flat 
piece of rubber dam is then sutured to the muscle or even 
to the periosteum of the rib to maintain the opening. The 
rubber dam is left protruding from the wound at least 
twenty days, after which it is gradually shortened. No irri- 
gation is used, but early respiratory exercises are instituted. 
Fiiteen cases due to staphylococcus, streptococcus, pneu- 
mococcus and anaerobic organisms are reported. 
series all were cured within an average period of 35 days. 
The character of the organism appeared to exert no influ- 
ence on the length of time necessary for cure. 


Pathology of the Sinu-Vertebral Nerve. (La Patholgie 
du Nerf Sinu-vertébral). R. Lericne, Lyons. La 
Presse Medical, May 10, 1924. 

In performing radiculotomies for the relief of pain in am- 
putation stumps, Leriche was struck by the fact that there 
was a marked dilatation of the vessels covering the conus 
terminalis and the lumbar roots, with a mild arachnoiditis. 
He believes the pain in these cases may be due to the irrita- 
tion caused by these dilated vessels. ‘Lhe dilatation is prob- 
ably reflexly caused by stimuli originating in the amputation 
neuroma. He notes that this is the first mention of a path- 
ological functioning of this nerve and believes that the re- 
ferred pains of pelvic and abdominal origin may be thus 
accounted for. 


The Treatment of Tuberculous Abscesses, (Die Behand- 
lung der tuberkulosen Abszesse). S. Romicu. Wiener 
Klinische W ochenschrift, May 1, 1924. 

Romich classifies tuberculous foci into three stages de- 
pending upon their pathological pictures; the productive, the 
reparative, and the healing stages. Upon the determination 
of the stage of the process depends the character of the 
treatment. In the productive stage the abscess is to be re- 
peatedly aspirated without, however, causing any hemorrhage 
into the cavity. In the reparative stage, where a definite 
capsule is beginning to form, the abscess is similarly aspir- 
ated or preferably evacuated through a small puncture wound 
which is promptly sutured. In the stage of healing, where 
the focus is quiescent, the procedure of choice is wide incision 
with evacuation of the pus, swabbing of the walls with iodine 
and immediate suture of the wound. Mixed infections mod- 
ify this procedure. 


Tuberculosis of the Breast. NATHAN Raw, London. The 
British Medical Journal, April 12, 1924. 

Raw reports 7 cases. From a long clinical observation of 
tuberculosis in all its forms, embracing over 10,000 cases in 
hospital and private practice, he has formed the following 
conclusions : 

(1) Tuberculosis of the breast is always caused by the 
bovine bacillus. 

(2) It is never primary, but is the result of lymphatic 
extension from the glands of the neck or axilla (excepting 
m the rare cases of general miliary infection). 


(3) In common with all other forms of surgical tuber-. 


tulosis caused by the bovine bacillus, it responds readily 
to treatment by a tubercle vaccine prepared from an 
acentuated culture of human tubercle bacilli. The treat- 


ment must, however, be continued for a long period until 
an active immunity is established. 


Roentgen-Therapy of Bone and Joint Tuberculosis. 
(Zur Roentgen-behandlung der Knochen und Gelenks- 
tuberkulose.) JuLtus Hass. Wiener Klinische Woch- 
enschrift, May 1, 1924. 

The author was among the first to apply roentgen therapy 
to the treatment of the larger joints ot the body. This 
method is applicable only to such joints as have no evidence 
of acute inflammation. Acute cases are to be treated by rest 
and the usual orthopedic methods. In appropriate cases, Hass 
begins with a dose of 3 Holzknecht units. This is gradually 
increased at intervals of six weeks to a dose that gives a re- 
action. About three-quarters of this maximal dose, usually 
5 H through 4 mm. of aluminum is then employed. In chil- 
dren one-half to two-thirds of thig dose is employed. Fol- 
lowing the exposure there may be a local or even a general 
temperature reaction with an increase of pain, which prompt- 
ly subsides. In the small joints the prognosis is very good, 
but even the larger joints may result in radical cures with 
long continued treatment. Where ankylosis has already 
begun a firm ankylosis results. The usual orthopedic treat- 
ment of these joints is, however, not superseded, but an 
adjuvant method is suggested. 


Treatment of Infantile Paralysis. ( Le Nouveau Traite- 
ment de la Paralysie Infantile). H. Borpier, Lyons. 
La Presse Medical, May 10, 1924. 

Bordier reports several cases treated by the combined use 
of the #-ray, diathermia and galvanization. The roentgen 
therapy consists of three courses each of about 4.5 skin units 
given in divided doses once a month. To combat the hypo- 
thermy associated with the disease, the author uses dia- 
thermy. The x-ray treatment is of course of no avail in 
motor cells already atrophied, but acts by stimulating those 
cells which are only partly involved in the inflammatory 
process. To these therapeutic measures the author adds 
galvanotherapy. He concludes that from the results ob- 
tained by him and others with this mode of treatment, many 
are cured and those not cured have seen their infantile 
paralysis changed into a disease with none of the crippling 
and serious infirmities previously observed. 


The Rachitic Deformities of the Lower Extremities and 
Their Treatment, Especially That of Bow-leg. 
(Uber die rachitischen Verkriimmungen der unteren Ex- 
tremitaten und Ihre Behandlung, speziell die der Sabel- 

‘beine). E. Buscu, Hamburg. Archiv fiir Klinische 
Chirurgie, May 10, 1924. 

In children with marked crooked, rachitic tibiae, the de- 
formity may be corrected by a subperiosteal excision of a 
section of bone at the place of bowing. After excision of 
the piece of bone, the periosteum is sutured tight, and the 
leg is placed in plaster for eight weeks. Cases observed by 
means of roentgenograms show formation of bone within 
the periosteal sheath in the space left by the excised portion 
of bone, and in two months the new tibia is strong enough 
to permit walking without danger of fracture. In case the 
fibula is also so bowed that it too produces a great deformity 
it may be broken without cutting. The fibula acts as a splint 
7 preventing longitudinal separation of the two parts of the 
tibia. 


On the Treatment of Acute Septic Osteomyelitis of the 


Long Bones. Emm Heptunp. Acta Chirurgica Scan- 
dinavica, May, 1924. : 

The operative method which the author has employed in 
21 cases, consists of: (1) extensive chiselling up of the 
affected bone, all diseased bone being carefully removed; 
(2) the introduction of a requisite number of Carrel tubes, 
so that the bone cavity may be thoroughly irrigated; (3) 
sufficient drainage of existing abscesses in the soft parts; 
(4) carefully arresting hemorrhage in the soft parts, and 
suturing of the muscles and skin, leaving an opening for the 
Carrel tubes. On the 11th or 12th day the irrigation with 
Dakin’s solution is discontinued, all the drainage is removed, 
and the skin sutures are removed. ! 

By this method the author has secured: (1) painlessness 
for the patients; (2) a shortening of the period of healing, 
from an average stay at the hospital of 261 days to 101; 
and (3) prevention of necrosis of the bone and sequestrot- 
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omy in nearly all cases. The method is attended with the 
additional advantages that the skin cicatrix has generally been 
narrow and loose, that there has so far been no recurrences 
in the form of bone abscesses or chronic osteomyelitis, and 
that no slow-healing bone cavities have remained after the 
operation. 

Lhe Development of the Tibial Tuberosity and of Schlat- 
ter’s Disease. (Uber die Entwicklung der Iuberositas 
Libiae und die Genese der Schlatterschen Krankheit). 
bers, Wurzburg. Archiv fiir Klinische Chirurgie, 
May 10, 1924. 

Schlatter’s disease of the tibial tuberosity is due to trauma, 
to an inflammatory process, or to a combination of these 
factors. ‘Lhe intlammatory process involving bone and 
periosteum is probably always present. The author believes 
that in addition to these factors usually given as the cause, 
rickets is extremely important, since it predisposes to the 


disease because there is poor bone formation in rickets, with. 


consequent poor union of the apophysis and the tibial shaft. 
Added to this is a strong action of the quadriceps tendon 
which may lead to infraction at this point of least resistance. 


Ischemic Contracture of Volkmann. (De Ja Sétraction 
Ischemque de Volkmann). SovuseyRaNn and LENor- 
MAND, Montpelier. La Presse Medical, May 7, 1924. _ 

The etiology ot Volkmann’s contracture has been consid- 
ered by most authors as a circulatory problem. Recently 
others have called attention to what they considered an irrita- 
tion of the sympathetic and sensory nerve fibers. The 
writers, however, point out that Volkmann’s contracture 1s 
localized to the flexor muscles of the forearm and believe 
that the mechanism is toa be sought in a disturbance of the 
circulation to the anterior part of the arm. They show that 
the vessels that form the extensive collateral circulation 
about the elbow, the ulnar, the radial, the anterior and pos- 
terior interosseous, are with the exception of the latter all 
subject to compression. The posterior interosseous com- 
municates through the posterior recurrent radial with the 
superior profunda and thus maintains an adequate blood sup- 
ply for the posterior part of the arm when the compression 
has blocked the circulation to the flexor surface. Animal ex- 
periments carried out by the authors have confirmed their 
views. They believe that the condition is essentially an 
ischemia with some additional sympathetic trouble, and is to 
be explained on an anatomical basis. 

A Study of the Bacteriological Findings in the Lyon- 
Meltzer Test. . W. BoarpMan, San Francisco. 
The American Journal of the Medical Sciences, June, 


1924. 

Even with the most painstaking technic, including the 
study of the mouth and the gastric flora, the procedure is 
bacteriologically so fundamentally faulty that its use in the 
routine clinical study of the “duodenal biliary zone” is apt 
to lead to more incorrect than correct conclusions. 


The Question of Resection in Cases of Perforated Gastric 
and Duodenal Ulcers. (Zur Frage der Resektion beim 
freiperforierten Magen - Zwolffingerdarmgeschwiir). 
Bunpscuun, Wirzburg. Archiv fir klinische Chirur- 
gie, April 7, 1924. 

Resection of the stomach in cases of perforation of ulcer 
is a very recent surgical development. Von Haberer calls 
attention to the fact that in resection one eliminates the 
source of the disease and, as in the cases of appendicitis with 
peritonitis, after eliminating the source, one may, on care- 
fully cleaning the peritoneal cavity, completely close the ab- 
domen. Not only the immediate results, but also the end- 
results are good, because the ulcer itself is removed. In 
general, the operation should be undertaken only when the 
patient is in good condition. 

There are many who do not agree with von Haberer and 
believe merely suturing of the ulcer the method of choice. 

The author presents 14 cases of perforated ulcer operated 
upon by various methods. The cases in poor condition were 
simply sutured and when stenosis existed a gastroenterostomy 
performed. In the cases received soon after rupture a re- 
section was done with excellent results. The method of 
operation was in two cases according to Billroth II, in three 
cases according to the Mikulicz-Reichel, and in one case 
according to Billroth I. In 4 cases with suture alone, 3 died; 


in 3 with suture and gastroenterostomy, 2 died; and of 7 
cases resected, one died. This does not prove that resection 
is the method of chdice in all cases of perforated ulcer, ‘but 
is the operation of choice in cases operated upon within a 
few hours of perforation. 

Myoplastic Procedure for the Radical Cure of Combined 
Inguinual and Femoral Hernia. (Procéde myoplast. 
que pour la cure radicale de la herme double ingunal et 
crurale du Méme Coté). A. Tzatco, Rumania. Lg 
Presse Medicale, April 19, 1924. 

Tzaico gives in detail the steps in his myoplastic pro- 
cedure which consists essentially in the preparation of a 
muscular flap of the pectineus muscle. Gimbernat’s ligament 
is cut and the pectineus muscle turned upwards beneath 
Poupart’s ligament. The combined tendon is sutured to 
Poupart’s ligament and the pectineus flap sutured over this 
for reinforcement of the weak area. 

The operation is particularly indicated in combined in- 
guinual and femoral hernia. lt may be performed in both 
sexes. The only difficulties in technic are occasioned by the 
proper sectioning of the muscle and the avoidance of fraying 
of the flap while passing it under Poupart’s ligament. In. 
jury to the femoral vessels and the formation of a hematoma 
at pe ee of the pectineus resection are complications to be 
avoided. 


The Limits of Electro-Coagulation. (Les 
l'Electro-coagulation). Paris. 
Médical, April 26, 1924. 

Electro-coaguiation is the method of choice in the treat- 

ment of all benign tumors of the bladder. It has, however, 
certain limitations which are briefly enumerated by Legueu 
Fulguration is feasible only in tumors situated at the inferior 
pole of the bladder or directly posteriorly on the bladder 
wall. Tumors of the anterior wall, of the vesical neck or 
of the bladder are not easily accessible and open operation 
is to be preferred. Similarly multiple tumors as well as 
those of large size or long standing are to be removed by 
open operation. All tumors that on cystoscopic examination 
are not definitely papillomata should be widely ablated. 


Renal Stones Permeable to the X-ray. Joun M. Cur 
GAN, Rochester, Minn. Radiology, June, 1924. 
Shadowless renal stones are usually composed of pure 
cystin, xanthin or uric acid. Stones of such composition 
may produce shadows if other salts are mixed with them, or 


Limites de 
Le Progrés 


if their structural arrangement is favorable. 


Shadowless renal and ureteral stones can be diagnosed by 
areas of greater translucency in the pyelogram or the uretero- 
gram. Stones that do not cast shadows in the ronetgenogram 
will usually not be visible when the kidney is fluoroscoped 
after it is delivered through the incision. It may be advis- 
able to perform nephrectomy in these cases when doubt exists 
concerning remaining fragments of stone. 


Two Cases of Early Tuberculosis of the Kidney. 
Mauvritz Persson. Acta Chirurgica Scandinavica 
May, 1924. 

In 1908 Ekehorn advanced the theory that hematogenic 
unilocular origin of the surgical kidney tuberculosis, starts 
as a rule first inside a papilla, then penetrates by means of 
a fistula to the renal pelvis, finally infecting the whole of 
the kidney via the pelvis. In support of this theory, two 
such cases are here reported. 


Perineal Prostatectomy. Donatp MacLezop, 
The British Medical Journal, May 31, 1924. 
MacLeod’s technic differs in two essentials from Young’s: 
1. Instead of splitting the whole of the fascial sheath on 
the posterior surface of the prostate only a comparatively 
small portion is opened, and so leaves the prostatic bed more 
or less intact—a feature of suprapubic prostatectomy. 
2. No retractor for pulling down the prostate is neces 
sary. 

A New Operation for Prolapse of the Rectum: Prelimi- 
nary Report. Jerome M. Lyncu, New York. The 
Journal of the A. M. A., June 14, 1924. 

An incision is made in the posterior vaginal wall, from the 
cervix to the transversus perinei muscles. The vaginal 

is dissected free from the rectum, and the lateral ligaments 

are exposed. By passing the finger just below the peritoneal 

reflection to the left of the rectum, one can lift the left 
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lateral ligament. By means of a catgut suture, two or three 
reefs can be taken in the ligament, and the needle brought 
out close to the rectum. The needle is then passed through 
the muscular wall of the rectum, brought out, and again in- 
serted on the right side of the rectum and then brought out 
close to the right lateral ligament. The same process is re- 
peated on the right side with the same number of reefs 
taken in the right lateral ligament. About an inch from the 
first suture, the second suture is inserted in the manner just 
described, and a third suture similarly placed an inch below 
the second. By this method the lateral ligaments are short- 
ened and the bowel is immobilized in its natural position. 
The vagina is closed by means of a catgut suture. 


Radiation Therapy of Cancer of the Uterus. Ursus V. 


PorTMANN, Cleveland, O. American Journal of Ob- 


stetrics and Gynecology, May, 1924. 

Portmann believes that the treatment of carcinoma of the 
cervix will become entirely confined to radiation therapy. 
Radium has proved its value. Surgery and radium are 
equally successful in a small group of cases of early involve- 
ment. In a second group with vaginal involvement the oper- 
ative procedure becomes more complicated and hazardous, 
and although good results are secured they are equalled or 
bettered by radium. A third group in which there is some 
involvement of the parametrium and a fourth in which the 
disease is widespread, the surgeon classifies as inoperable. 
These last two groups include an average of 62% of all 
cases of carcinoma of the uterus. In cases of this type 
radium therapy has proved to be no less successful than 
surgery, and as the technic of radium application is being 
improved progressively better results are reported. It is 
particularly in the treatment of cases of groups III and IV 
that intensive radiation by radium and s-rays perhaps 
proves of greatest value as compared with surgery. 

As for carcinoma of the fundus, while it is doubtful 
whether radiologists. can improve upon the results obtained 
by surgeons, nevertheless, the fundus is just as accessible to 
radiation as is the cervix, and fortunately the predominat- 
ing type of carcinoma found there yield well to radiation. 
It may be, therefore, that accumulating statistics of the end- 
results in inoperable cases in which radiation has been em- 
ployed may prove that in the treatment of carcinoma of the 
tundus, as in the carcinoma of the cervix, the application of 
radium and of the -rays is the method of choice. 


Carcinoma of the Body of the Uterus (With the Report 
of 115 Cases), CuHartes C. Norris and M. E. Vocr, 
Philadelphia. American Journal of Obstetrics and 
Gynecology, May, 1924. 

Childbirth plays little part in the etiology of this neo- 
plasm. In the present series 26 per cent were spinsters. 
Hemorrhage and discharge are the most important symp- 
toms. In 81 per cent hemorrhage was the first symptom. 
Pain, cachexia and loss ot weight generally indicate an 
advanced and inoperable tumor. The histologic examination 
of curettings offers an almost certain means of diagnosis, 
even in the early cases. The Clark test which consists in 
the passage of a sterile sound is of great practical value. 
Absence of bleeding following this test goes a great way 
towards excluding carcinoma. The test is an office pro- 
cedure, and its more general adoption will result in the 
recognition of many early cases. 

In 75% of the unsuspected cases, the symptoms resulting 
from cancer were masked by those produced by preexisting 
myomata. The combination of adenocarcinoma of the body 
of the uterus and myoma is a frequent one; 20.8% of the 
Present series of cancers were associated in these tumors. 

The treatment of choice is panhysterectomy and bilateral 
salpingooophorectomy. Postoperative irradiations by ra- 
dium of deep x-ray are of distinct value. Radium irradia- 
tion is the greatest palliative and results in greater comfort 
fo the patient and prolongation of life. Radium irradiation 


a a hope of cure even in cases too advanced for opera- — 


The percentage of three-year hysterectomy cures was 37.5, 
Whereas in a like series, the irradiation resulted in 45% of 
€e-year cures. The result is probably due to the small 


number of cases comprising the irradiation group. A large 
group would probably show hysterectomy giving better 
results. ‘Lhe percentage of three-year hysterectomy cures 
in the early cases was 42%. 

Carcinoma of the fundus must be considered a relatively 
malignant iorm of cancer. The teaching that 60 to 75% 
of these cures is permanent is fallacious. 

Preliminary curettage plays little part in the dissemina- 
tion, and its value as an early diagnostic procedure far out- 
weighs any disadvantage accruing from its employment. 


Abdominal Hemorrhage from Ruptured Graafian Follicle 
Cyst. Davin Happen, Oakland, Cal. American Journal 
ot Obstetrics and Gynecology, May, 1924. 

Abdominal hemorrhage from a rupture of a cyst of the 
ovary or a graatian follicle is comparatively rare. In the 
case here reported the patient for four days prior to the 
attack was badly constipated and the evening before, was 
given an enema by her mother. The tip used in giving the 
enema was the vaginal type of black rubber of large caliber, 
and that the patient experienced considerable pai on the 
lett side upon its inseruon. Shortly afterward she was 
seized with acute abdominal pain, vomuting followed and 
persisted until morning. ‘Lhere was tenderness and rigidity 
in the appendix region; the leit abdomen was flaccid with no 
tenderness; pelvic examination showed a normal uterus and 
no indication of ovarian complications. Upon opening the 
peritoneum the abdomen was tull of bright blood. ‘The leit 
ovary was bieeding very ireely 1rom a ruptured graafian 
tollicle cyst avout a halt inch in diameter. 


Iodine as a Cause of Hyperthyroidism: With a Report of 
Kighteen Cases. ARNOLD >. JACKSON, Madison, Wis. 
Lhe Journal-Lancet, June 15, 1924. 

Iodine is a specific in the prevention and cure of the colloid 
goiter of adoiescence, providing no adenomas are present. 
in case small adenomas are present, iodine may be given in 
minute amounts with the idea ot retarding their growth until 
the patient is twenty years of age. After this period iodine 
is administered in the presence of an adenoma with increas- 
ing risk, and should not be prescribed at all. Finally, the 
popular interest which has been aroused in the treatment of 
goiter by iodine has greatly increased the number of cases of 
iodine hyperthyroidism. For those who are not especially 
interested in diseases of the thyroid, the following rule is 
suggested: If in doubt of the presence of an adenoma of 
the thyroid, do not give iodine. 

The analytical chart of the eighteen cases of iodine hyper- 
thyroidism presented here represents only a portion of the 
cases of this type observed at the Clinic during the past year. 


Idioyncrasy to Adrenalin, with Reference to Its Em- 
ployment with Local Anesthetics and in Goetsch’s 
Test for Hyperthyroidism. H. E. Symes-THompson, 
England. The Lancet, April 12, 1924. 

The author concludes: 

That some people show toxic effects, as a result of receiv- 
ing a small dose of adrenalin, and that these effects are in- 
creased if certain local anesthetics are given simultaneously. 

That toxic manifestations from adrenalin might be elimi- 
nated in dental practice if dentists were to avoid stronger 
solutions of this drug than -1 in 100,000. 

That surgeons might escape such manifestations by giv- 
ing a preliminary injection of a smaller dose of adrenalin than 
that which it is proposed to employ at the operation; and, in 
the event of idiosyncrasy to adrenalin being found to be 
present, by employing a general anesthetic. 

That it is preferable to use synthetic adrenalin rather than 
the natural product. 

That the use of adrenalin is contraindicated when operat- 
ing on patients with Graves’ disease. 

That the practicability of using large quantities of a dilute 
solution of novocaine may render it possible to discontinue 
the use of adrenalin with this local anesthetic. 

That Goetsch’s test should be employed only when the 
diagnosis cannot be established by other means; and that, 
if it is decided to make the test, a smaller dose should be 
given first, as suggested in the case of projected surgical 
operations. 
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Selections From the Works of Ambroise Paré. With Short 
Biography and Explanatory and Bibliographical Notes. 
By DorotHEA WaLey Octavo; 246 pages. 
New York: Witt1aAm Woop & ComMPANy, 1924. 

The author has prepared a very interesting and critical 
biography of Paré, with many references, as an introduction 
to these selections from his works. 
the old English translation by Thomas Johnson published in 
1634, and are printed in the original English spelling. They 
have, however, been corrected and checked from the French 

‘text and embellished by several explanatory notes. In her 
biography we are told that: “Paré’s three great definite 
contributions to the surgical art were no doubt his discovery 


that gunshot wounds are not ‘poisonous’ and therefore do- 


not require the application of boiling oil but are best healed 
by soothing applications; secondly, the cognate doctrine that 
hemorrhage after amputations should be arrested not by the 
terrible method of the cautery, but by simple ligature; and 
thirdly, his advocacy of the method now known as podalic 
version of the babe before delivery in cases of abnormal 
presentation. None of these three great changes were en- 
tirely without precedent in surgery. * * * Although all these 
procedures were therefore already known, it may, neverthe- 
less, be claimed for Paré that they became popular and were 
really adopted into current practice largely through his 
influence. ‘But the greatest of all his contributions to medi- 
cine was the service of his own winning personality, the 
example of his steadfast efforts to increase his knowledge 
of human anatomy and his skill in the surgical art, and his 
constant emphasis on the surgeon’s duty to exert his utmost 
efforts to avoid or relieve the patient’s suffering. Paré’s 
arguments for his methods are constantly based on his own 
careful observation that they gave less pain.” 

This welcome little volume, representing much erudite 
research, is one of a series of similar “Classics of Medi- 
cine,” edited by Dr. Charles Singer. Others that have been 
completed are: Lord Lister, Thomas Sydenham, and Laen- 
nec. Auenbrugger, Hippocrates and Galen on Anatomy are 
in preparation. 


The Human Testis. Its Gross Anatomy, Histology, 
Physiology, Pathology, with Particular Reference to 
Its Endocrinology, Aberrations of Function and 
- Correlation to other Endocrines, as well as the 
Treatment of Diseases of the Testes and Studies in 
Testicular Transplantation and the Effects of the 
Testicular Secretions on the Organism. By Max 


TuoreK, M.D., Surgeon-in-Chief, American Hospital; . 


Consulting Surgeon, Cook County Hospital, Chicago; 

President, International Congress of Comparative Path- 

ology, Rome, Italy, 1924; etc. Octavo; 548 pages; 308 

illustrations. Philadelphia and London: J. B. Lippin- 

coTtt CoMPANY, 1924. 

The author’s apologia for his work lies in his desire to 
make easily accessible to the English-speaking medical read- 
er the vast and scattered literature on this interesting topic. 
And in this respect, he is eminently successful for the work 
is a veritable biblographical storehouse. 

The first few chapters are devoted to a consideration of 
the normal testis. Despite the recent work of Voronoff and 
Retterer tending to cast doubt on the existence of a real 
interstitial gland, Thorek is of the opinion that the cells of 
Leydig are in fact the site of the internal secretion of the 
testis. A wealth of clinical as well as experimental evi- 
dence is adduced to support this view. 

The diseases of the testis due to trauma or infectious 
processes are somewhat sketchily handled but, by contrast, 
the consideration of the testicle as an organ of internal secre- 
tion is fully and interestingly undertaken. Several chapters 
are devoted to a discussion of the various dystrophies and 
to the question of the relation of dementia precox to testi- 
cular insufficiency. Both his own and others’ animal and 
human experiences are quoted to show the probable asso- 
ciation and at least the possible amelioration of symptoms 


They are taken from: 


brought about by gland transplantation. 

Thorek’s indications for transplantation are in the main 
those given by Voronoff. Loss of the testicles through 
trauma or disease, premature senility, mal-developed testicles 
in the young, dementia precox, sexual asthenia, and certain 
cases of impotence, infantilism, or eunuchoidism are looked 
upon as proper indications. Thorek’s technic differs ep- 
tirely from that employed by Voronoff. He transplants the 
whole testicle into the subperitoneal or preferably the retro. 
renal space. The testicle is first “lanternized,” i.e., small areas 
of the tunica are denuded to permit of protrusion of the 
testicular substance and then the whole organ is placed into 
the retro-renal wound which is closed without drainage. 

In the past 4 years Thorek has performed 97 homo- and 
hetero-transplantations in a variety of cases and reports 
32% of complete symptomatic cures, 30% with marked im- 
provement, 13.4% with slight improvement and 24.6% of 
failures. 

The work is timely, presents a wealth of material, is well 
written and will repay reading. 


The Treatment of the Common Disorders of Digestion, 
A Hand Book for Physicians and Students. By Joun 
L. Kantor, Ph.D., M.D., Chief in Gastrointestinal Dis- 
eases, Vanderbilt Clinic, Columbia University; Asso- 
ciate Gastroenterologist and Associate Roentgenologist, 
Montefiore Hospital for Chronic Diseases, New York 
City. Octavo; 245 pages; illustrated. St. Louis: C. V. 
Mossy CoMPANY, 1924. 
Kantor’s book is an excellent and logical presentation of 
the treatment of the common disorders of digestion. The 
classification is reasonable; it is a helpful digest of the 
best current diagnostic and therapeutic practice. The chap- 
ters include general management, ptosis, gastric stasis, con- 
stipation, gall-bladder disease, the diarrheas, and headache 
associated with indigestion. The volume is well illustrated 
and printed and its contents should prove suggestive to prac- 
ticing physicians and surgeons in their daily ministrations. 
Unfortunately, much of the enjoyment of reading this 
very well thought-out book is marred by its frequent abuse 
of our language. The lapses consist largely in the use of 
clinic slang, which, however picturesque and convenient, is 
inexcusable in print. Certainly one must protest at “feed” 
as a noun, referring to a human meal or feeding. Elegant 
diction in the presentation of the facts and the argument 
would not have detracted from the scientific value of this 
useful book, and might have increased its audience and the 
author’s reputation as a cultured and scholarly investigator. 


A Manual of Gynecology and Pelvic Surgery for Stu- 
dents and Practitioners. By Rotanp Sxeer, MD, 
A.M., M.S., F.A.C.S., Fellow of American Association of 
Obstetricians and Abdominal Surgeons; Member Senior 
Surgical Staff California Lutheran Hospital; for- 
merly Associate Clinical Professor of Gynecology, 
Western Reserve University, etc. Second Edition. Oc 
tavo; 674 pages; 281 illustrations. Philadelphia: P. 
BLakisTon’s Son & CoMPANY, 1924. 

A handy little manual appearing in its second edition. It 
is concise, well written and profusely illustrated. The opera- 
tive procedures are well chosen and lucidly described. The 
use of radium and roentgen therapy in gynecologic conditions 
has been broadly indicated. 


Diagnostische und Therapeutische Irrtiimer und Deren 
| Verhiitung. Herausgegeben von Pror. Dr. J. ScHWALBE, 
Geh. San.-Rat in Berlin. Sechstes Heft. Chirurgie des 
Gehirns. von Geh. Med-Rat. Proressor Dr. TLMANY, 
Direktor der Chirurgischen Universitatsklinik Koln- 
Lindenburg. Octavo; 74 seiten; 4 textabbildungen. Leip- 
zig. Grorc THIEME, 1924. 

This is one of an excellent series of twelve volumes of 
diagnosis in surgery. It suffers in comparison with the others 
on account of its brevity. There are discussed brain im- 
juries, inflammatory processes, tumors, congenital defects, 
epilepsy, and brain prolapse. The subjects cannot be well 
treated in such a short space, so the result is largely a de- 
scriptive tabulation. 
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